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Context. Voluntary stopping of eating and drinking (VSED) is the self-determined decision of an individual with the
decision-making capacity to cause premature death. During the course of VSED, the person is dependent on the support of
relatives and health professionals. To date, little is known of the attitudes of Swiss health professionals on this topic.
Objectives. The objective of this study was to assess the experiences, personal attitudes, and professional stances of Swiss
health care professionals toward VSED.
Methods. We conducted a nationwide cross-sectional survey by questioning family physicians and the heads of outpatient
care and long-term care (e.g., nursing directors, institute directors, or head nurses) about VSED (n ¼ 1681; response rate
40.1%). Descriptive data analysis and hypothesis testing (occupational group, age, sex, professional years, VSED experience,
and regions) were subsequently conducted.
Results. Individuals who are willing to die are granted the right to professional accompaniment during VSED (agreement
97.8%), and their death is usually classified as a natural form of dying (63.5%) and only rarely (5.4%) as suicide. Family
physicians have significantly more moral concerns during accompaniment compared with the heads of outpatient and long-
term care (P < 0.001).
Conclusion. Swiss health care professionals support the autonomy and self-determination of patients, which is also reflected
in their positive attitude toward VSED, even if they have moral reservations when accompanying patients. J Pain Symptom
Manage 2021;61:270e278.  2020 The Authors. Published by Elsevier Inc. on behalf of American Academy of Hospice and Palliative
Medicine. This is an open access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/).
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In addition to satisfying basic physiological needs,
eating and drinking have social significance.1,2 EatingAccepted for publication: July 28, 2020.
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that is conducted in familiar communities and is
described as valuable.2 In this respect, there is a direct
effect on the social environment and health care pro-
fessionals when an individual refuses to eat and
drink.3e5 For various reasons, patients forego eating
and drinking. This is often observed in the dying pro-
cess.6,7 Furthermore, physical illness,8e13 mental
diseases,14e16 or disorders involving organ structures
(e.g., oral cavity, gastrointestinal tract) can be respon-
sible for reduced or complete cessation of eating and
drinking.17 In addition to these reasons, there is
another form of food and fluid refusal:18,19 voluntary
stopping of eating and drinking (VSED). VSED is
characterized by the choice to refuse food and liquid;
although the person can still eat and drink, he or she
refrains from doing so with the intention of dying.20,21
Therefore, this decision is a self-determined and
autonomous one by an individual capable of judg-
ment who decides to end her or his life prematurely
regardless of an existing basic illness.22e25 Most peo-
ple who choose this path have underlying diseases
that favor the decision of VSED.26e29 Other than
possible ailments of old age, approximately one-
quarter of these people have no underlying diseases
or disability.26e28,30 All these people are united in
their decision to opt for VSED to end unbearable
suffering. The underlying symptoms or emotional
conditions are pain, suffering without any prospect
of improvement, fatigue, fear of dependence or a
feeling of fullness of life, and many others.26,28,30e32
The decision to engage in the VSED is made solely
by the person who wishes to die. During VSED, the in-
dividual is dependent on the support of relatives and
health professionals.33e35 Health professionals in
particular have a great responsibility in this regard;
they take care of symptom management and accom-
pany the relatives during the dying process.26,35e38
Regardless of whether the person wishing to die suf-
fers from physical symptoms at the beginning of the
VSED, these can develop anew, progress, or be
reduced if possible. During VSED, individuals willing
to die mainly suffer from pain, thirst, weakness,
delirium, and somnolence.39 According to the litera-
ture, most people realize their wish to die through
VSED at home or in long-term care institutions.26e28
In these settings, people are mainly cared for by family
physicians and outpatient or long-term care nurses.
However, it is highly controversial how VSED should
be classified, which has led legal and ethical disputes,
in which VSED is discussed as (physician-assisted)
suicide,40e42 passive euthanasia,43,44 or natural form
of dying.33,45e47 Regardless of the pending classifica-
tion, physician-assisted suicide and passive euthanasia
are legal in Switzerland, as they are in five states in the
U.S. (Oregon, Washington, Montana, Vermont, andCalifornia), Canada, Columbia, Luxembourg,
Belgium, and The Netherlands.48 In contrast to the
U.S. states, the law in Switzerland neither sets an age
limit for the person wishing to die nor requires a
life-limiting illness.48 In this respect, the legal situation
in Switzerland does not argue against accompanying
an individual during VSED and emphasizes that no
health professional is obliged to accompany an indi-
vidual during VSED.49
According to a review of literature, there are no rec-
ommendations for health professionals in Switzerland
on how to manage people who choose this route, and
little is known of the attitudes of this target group to-
ward this topic. Therefore, the aim of this study was to
explore the experiences, personal attitudes, and pro-
fessional stances of Swiss health professionals toward
VSED.Methods
Study Design
This was a cross-sectional study on VSED among
Swiss health care professionals.
Sample and Setting
The main health care professionals involved in
outpatient and long-term care were included,
including the heads of outpatient and long-term
care (e.g., nursing directors, institute directors, or
head nurses) and family physicians (with titles in gen-
eral internal medicine or further training to become a
practical doctor). All three professions are well orga-
nized through professional organizations. We sent a
staggered invitation between January 2017 and July
2018 to the following professionals:
 About 1616 members of outpatient care services,
including 426 members of public outpatient
care organized by Spitex (https://www.spitex.
ch), 175 members of private outpatient care orga-
nized by Associations Spitex privee Suisse
(https://www.spitexprivee.swiss/fr/), and 1015
members of freelance outpatient care organized
by CURACASA (https://www.curacasa.ch).
 About 1562 members of long-term care organized
by CURAVIVA (https://www.curaviva.ch/).
 About 1411 family physicians organized by
Medecins de famille et de l’efance Suisse
(https://www.medecinsdefamille.ch/qui-sommes-
nous/lassociation).
We excluded all participants who did not fulfill the
inclusion criteria, including participants with other
functions, such as nurses, care assistants, or physicians
from other disciplines, as well as deceased or retired
people. The participants were invited to participate
272 Vol. 61 No. 2 February 2021St€angle et al.in the survey by professional organizations by elec-
tronic mail or post, and each potential participant
received two reminders.
A response rate of 20% was targeted throughout
Switzerland. Because of cultural and linguistic differ-
ences within Switzerland, where the national lan-
guages of German (mostly spoken in Northwestern
Switzerland, Zurich, Eastern Switzerland, and Central
Switzerland), French (mostly spoken in the Lake
Geneva region and Espace Mittelland), and Italian
(mostly spoken in Ticino) are spoken, a response
rate of 20% per region was also targeted. There are
seven regions in Switzerland that comprise one or
more cantons with an average population of
1,041,144 (Appendix Fig. 1).50Data Collection
Question and answer scales of the standardized
questionnaire are presented in Table 1. The develop-
ment of the questionnaire has been described else-
where51 and includes questions on experiences,
personal attitudes, and professional attitudes
regarding VSED. The questionnaire was created on-
line and based on the survey software Questback
(EFS 10.9; Questback GmbH, K€oln, Germany). On
the front page, the project and its objectives were
described. Participation was voluntary and anony-
mous, and the participants had to actively provide
their consent to the study. Because of the low response
rate among family physicians, which is described inTable
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n ¼ 1661 45.2
Represents a dignified death n ¼ 1664 3.0
Entitled to medical and
nursing care
n ¼ 1667 0.4
Accept decision n ¼ 1673 0.5
Respect decision n ¼ 1674 0.2
Determination of patient’s
ability to judge the situation
n ¼ 1659 3.1
Professionals are burdened n ¼ 1656 5.9
Relatives are burdened n ¼ 1655 1.0
Relatives have trouble
accepting the decision
n ¼ 1643 1.0
No (1)
Would personally consider it
as an option
n ¼ 1652 25.0
Would recommend VSED n ¼ 1625 52.1
Would care for a patient
during VSED
n ¼ 1655 7.1
VSED ¼ voluntary stopping of eating and drinking.more detail elsewhere,52 we created a paper-and-
pencil questionnaire. The answered questionnaires
were scanned and then read in, edited, and exported
as SPSS files by using the EVASYS software (Electric
Paper [Schweiz], Lachen, Switzerland).Data Analysis
Descriptive data analysis was conducted by using the
statistical software IBM SPSS statistics (Version 26, Sta-
tistical Package for Social Science; IBM Deutschland
GmbH, Ehingen, Germany). To describe the partici-
pantsdthe personal attitudes and professional stances
of health professionalsdappropriate statistical
methods were used, such as the means, SDs, percent-
ages, and frequencies.
Subsequently, tests were conducted to determine
whether there was a connection between the partici-
pants’ response behavior and their characteristics.
The Kruskal-Wallis test and then the Dunn-
Bonferroni test were used for the professional group
(1 ¼ family physician, 2 ¼ long-term care, and
3 ¼ outpatient care) and the seven regions of
Switzerland (1 ¼ Lake Geneva region, 2 ¼ Espace Mit-
telland, 3 ¼ Northwestern Switzerland, 4 ¼ Zurich,
5 ¼ Eastern Switzerland, 6 ¼ Central Switzerland,
and 7 ¼ Ticino; Appendix Fig. 1). The group compar-
isons between the seven regions are made because in
addition to the aforementioned linguistic differ-
ences,53 there are cultural differences, which are also
reflected in the number of physician-assisted suicides:1










2.9 7.8 14.2 72.2
25.0 14.9 8.6 8.2
23.8 15.1 9.2 6.9
5.8 18.2 30.5 42.5
0.2 1.6 7.3 90.5
1.0 4.7 13.4 80.5
0.4 2.1 10.8 86.5
6.5 13.0 19.3 58.0
12.0 33.3 28.1 20.6
2.5 20.5 35.0 40.9
5.5 32.4 36.3 24.7
Yes (2) d d d
75.0 d d d
47.9 d d d
92.9 d d d
Table 2






(Percent of All Deaths)54
Lake Geneva region French 0.91





Eastern Switzerland German 0.51
Central Switzerland German 0.51
Ticino Italian 0.26
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(0.26% of all deaths), and the Zurich region has the
highest number of assisted suicides (1.42% of all
deaths; Table 2).54 Therefore, it is of interest whether
there is a connection between the number of
physician-assisted suicides and the VSED in the region.
The number of physician-assisted suicides from the
five U.S. states can be compared with the Italian-
speaking region of Ticino.48
The Mann-Whitney U test was applied to sex
(1 ¼ female; 2 ¼ male), age (1 ¼ younger than
50 years; 2 ¼ 50 years and older), work experience
(1 ¼ less than 20 years; 2 ¼ 20 years and more), and
VSED experience (1 ¼ no; 2 ¼ yes). For the nominal
item How would you classify VSED? (1 ¼ suicide,
2 ¼ passive euthanasia, 3 ¼ natural dying, and
4 ¼ others), a Chi-squared test was conducted based
on all the aforementioned participants’ characteris-
tics. The analyses were performed with a 95% CI.
The correlation coefficient (CC) r was calculated to
evaluate the effect strength. Significance was set at
a ¼ 0.05. Missing values were coded as such and hence
automatically excluded from analysis. The number ofHealth professionals participating
• Heads of outpatient c
• Heads of long-term ca
• Family physicians
Heads of outpatient care
included in the
sample & the study
N = 1,616
Heads of long-term care
included in the
sample & the study
N = 1,562
Fig. 1. Studymissing values in the analysis was indicated by the
number of values included.
Validity, Reliability, and Rigor
The questionnaire was checked by the standard pre-
test55 and content validity index.56,57 A definition of
VSED was inserted at the beginning of the question-
naire to avoid misunderstandings.Results
Description of the Participants
Of the 4589 participants invited to the study, 4191
were eligible to participate (Fig. 1), of which 1681
(40.1%) participated. The response rate exceeded
20% in all seven regions (Appendix Fig. 1). The
average processing time for answering the online
questionnaire was 23 minutes; we assumed that the pa-
per survey used the same amount of time. The average
age of the participants was 54.6 years (SD 9.5; range
25e87). Just more than half (52.9%) were females,
47% were males, and two participants (0.1%) stated
a diverse gender. Most participants had either already
accompanied an individual during VSED (n ¼ 728;
43.3%) or were at least familiar with the topic
(n ¼ 694; 41.3%), and VSED was unknown by 15.4%
(n ¼ 259).
Classification of VSED
Fig. 2 shows the classification of VSED by the partic-
ipants. The category something else included the right to
self-determination/autonomy (4.2%), an expression
of life fatigue (0.6%), it depends on the case (0.4%),
and a dying individual is abandoned (0.1%). There
was a significant correlation between the classificationFamily physicians
included in the sample
N = 1,411
Family physicians excluded because:
- Recently deceased (n = 11)
- Recently retired (n = 86)
- Medical care exclusively for children
and adolescents (n = 67)
- Inaccessibility
- Practice closed/moved (n = 35)
- Sabbatical year (n = 7)
- Undeliverable mail after two
attempts (n = 192)
Family physicians
included in the study
N = 1013
in the study n = 1,681 (40.1%)
are n = 395 (23.5%)
re n = 535 (31.8%)










Natural death with medical and nursing care
Classification of voluntary stopping of eating and drinking
n = 1,651
Fig. 2. Classification of voluntary stopping of eating and drinking through health care professionals.
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V ¼ 0.106; CC¼ 0.148; P < 0.001). In particular, family
physicians and outpatient nurses are more likely than
nurses in long-term care to view VSED as suicide.
Among women (c2[3] ¼ 16.375; Cramer’s V ¼ 0.101;
CC ¼ 0.100; P ¼ 0.001) and participants with VSED
experience (c2[3] ¼ 47.695; Cramer’s V ¼ 0.170;
CC ¼ 0.168; P < 0.001), VSED was more likely to be
classified as natural death or something else and less
often as suicide or passive euthanasia than by men
and participants without VSED experience
(Appendix Table 1).Personal Attitudes
Participants with VSED experience (mean ¼ 1.85)
were significantly more likely to choose VSED as an
option for themselves than those without (mean ¼
1.67; U ¼ 276561.000; P < 0.001; r ¼ 0.20), and partic-
ipants from the Lake Geneva region were less likely to
do so than those in Espace Mittelland and the other
German-speaking regions (c2[6] ¼ 15.964;
P ¼ 0.014) (Table 1; Appendix Table 1). In addition,
VSED was significantly more compatible with the
worldview of participants with VSED experience
(mean ¼ 4.64) than for those without (mean ¼ 4.39;
U ¼ 296060.000; P < 0.001; r ¼ 0.10). In the Lake
Geneva region and Ticino, VSED was significantly
less compatible with the participants’ worldview
(c2[6] ¼ 64.164; P < 0.001) and involved more moral
doubts during the accompaniment of an individual
undertaking VSED (c2[6] ¼ 77.003; P < 0.001) than
in the other regions. In addition, family physicians
show significantly more moral concerns during accom-
paniment, and this contradicted their professional
ethics more than those of professionals in outpatient
care (z ¼ 5.501; P < 0.001; r ¼ 0.2 and z ¼ 6.956;
P < 0.001; r ¼ 0.2) and long-term care (z ¼ 6.438;
P < 0.001; r ¼ 0.2 and z ¼ 9.994; P < 0.001;
r ¼ 0.3). VSED was more likely to be interpreted by
participants with VSED experience (mean ¼ 4.26) as
a dignified death (mean[without VSED experience] ¼ 3.87;
U ¼ 266425.000; P < 0.001; r ¼ 0.20) and is less likelyto be interpreted as such by participants from the
Lake Geneva region (c2[6] ¼ 45.058; P < 0.001).Professional Stances
Most (90.5%) of the participants granted individ-
uals the right to medical and nursing care during
the VSED process, and the willingness to do so in
the Lake Geneva region and Ticino was significantly
lower than in the other regions (c2[6] ¼ 27.589;
P < 0.001; Table 1; Appendix Table 1). Determining
the judgment of people with VSED desires was signif-
icantly more important for participants without
VSED experience (mean ¼ 4.30) than for those with
experience (mean ¼ 4.14; U ¼ 307953.000;
P ¼ 0.001; r ¼ 0.10) and was more important to
Italian-speaking and French-speaking regions than to
German-speaking regions (c2[6] ¼ 25.950;
P < 0.001). The VSED decision of an individual was
more likely to be accepted (mean ¼ 4.84) and re-
spected (mean ¼ 4.88) by participants with experi-
ence than by those without experience (mean ¼
4.64; U ¼ 297149.000; P < 0.001; r ¼ 0.20 and
mean ¼ 4.79; U ¼ 316786.500; P < 0.001; r ¼ 0.10).
Participants with VSED experience (mean ¼ 1.57)
were more likely to recommend VSED as an option
than those without experience were (mean ¼ 1.41;
U ¼ 273852.000; P < 0.001; r ¼ 0.20), but that was
less so in the Lake Geneva region than in other re-
gions (c2[6] ¼ 59.084; P < 0.001). The willingness
to care for an individual during VSED was very high
overall (92.9%), with a significantly higher approval
rate from women (mean ¼ 1.95 vs.
mean[men] ¼ 1.91; U ¼ 315009.000; P ¼ 0.005;
r ¼ 0.1), people with longer professional experience
(mean ¼ 1.94 vs. mean[<20 years] ¼ 1.90;
U ¼ 197971.000; P ¼ 0.028; r ¼ 0.1), and those with
VSED experience (mean ¼ 1.97 vs. mean[without VSED
experience] ¼ 1.90; U ¼ 310791.000; P < 0.001; r ¼ 0.1).
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In this large national cross-sectional study of 1681
participating health care professionals, we examined
their experiences, personal attitudes, and professional
stances regarding the VSED. The main findings of this
study can be summarized as follows. The views of
health care professionals were very much in line with
the VSED option. The classification of the VSED was
comparable to the current international discussion,
in which there were also supporters of calling VSED
a natural death, because no active intervention by
health professionals is required.33,45e47 Another op-
tion is to regard VSED as passive euthanasia43,44,58
because the accompanying persons do not take an
active part but accept death by refraining from life-
sustaining measures. Others posit that VSED could
be compared with physician-assisted suicide41 because
there are similarities regarding the intention to die,
and others called it suicide, the health care profes-
sionals accompanying the individual do not have an
active part in supporting the person in dying, but in
accompanying them.40,42,59 If an individual chooses
VSED, most Swiss health professionals can accept
this decision and posit that it justifies an individual’s
right to medical and nursing care during this period,60
although just more than one-quarter of the partici-
pants have moral concerns about accompanying an in-
dividual during VSED. An explanation for this finding
may be that health care professionals feel morally ob-
liged to care for the individual during VSED so that
the individual does not suffer unnecessarily.16 We
want to emphasize that health care professionals
should not be forced to accompany an individual dur-
ing VSED but should do because of their convictions,
comparable to abortions without medical indication.61
Moral concerns may also depend on the health care
professional’s acceptance of the desire to die, which
is usually easier when unbearable suffering is at the
forefront and more difficult when people who want
to die without physical suffering are more likely to
be satisfied with life.43,62 This study is comparable to
international studies in terms of the proportional dis-
tribution of participants who have already accompa-
nied an individual during VSED.26,30,43,63 Dying,
which was described by the participants as dignified,
was described in other studies as peaceful and with
little suffering.26,28,30,64
A notable finding from the analyses was that the fac-
tors of professional group, age, sex, and work experi-
ence showed few significant differences, and those
differences had a very low effect strength. Further-
more, it was striking that the response behavior of par-
ticipants with VSED experience differed significantly
in almost all aspects from that of participants without
VSED experience, resulting in an even more positiveattitude toward VSED. This finding suggests that the
participants only accompanied those individuals
willing to die during VSED in which they agreed
with the decision. It is not clear how many patients
were not accompanied. This aspect, and the reasons
for the rejection of patients, should be included in
further research. Based on this, our conclusion is
that no major resistance to this option of accelerated
dying by Swiss health professionals is to be expected.
What should also be considered is that linguistically
and culturally different attitudes have been identified
within Switzerland. In the French-speaking region of
Lake Geneva and the Italian region of Ticino, there
were more moral concerns about VSED, which contra-
dicted the attitude of the institutions. No correlation
could be drawn between the number of physician-
assisted suicides in the regions and VSED. There
were only parallels in Ticino and Central Switzerland,
which showed few physician-assisted suicides and a
lower acceptance of VSED. The number of
physician-assisted suicides in the Lake Geneva region
was high, and the acceptance of the VSED was lower
than that.54 Because we did not ask the denomination
of the participants, we compared the data with the reli-
gious affiliation from the census.65 No similarities
were identified between the participants’ response
behavior and the two main denominations in
Switzerland: Protestant and Roman Catholic. In this
respect, it is possible that neighboring countries
have linguistic and cultural similarities. Although
there have been no studies on VSED in France or Italy,
there is one study from Germany with physicians,43
which suggested that German physicians agree that in-
dividuals have a right to medical and nursing care dur-
ing VSED. Except for these, no other comparable
results were identified. Therefore, what remains un-
clear is whether there are culturally similar attitudes
toward VSED in addition to language. The results sug-
gest that qualitative interviews with health care profes-
sionals in French-speaking and Italian-speaking
Switzerland are necessary to better assess the back-
ground of the different views.
The strength of this study is the high response rate
of 40% in a national survey66 conducted in three lan-
guages and with three professional groups. This rate
enabled us to directly compare physicians and nurses
for the first time. Surprisingly, this study found more
similarities than differences. The limitation of the
study was that the response rate between the profes-
sions differed greatly. The required response rate
was achieved by all three groups, with family physi-
cians achieving the highest response rate of 74%.
This finding may be due to the changed recruitment
strategy of family physicians, which changed to a paper
survey after the failure of the online survey. Perhaps
we could have increased the response rate in
276 Vol. 61 No. 2 February 2021St€angle et al.outpatient care and long-term care by switching to a
paper survey as well.
Our results have important implications because
knowledge of the positive personal attitude of the pro-
fessional groups mainly confronted with VSED cases
can contribute to political measures. In 2018, the Swiss
Academy of Medical Sciences included the topic of
VSED in its guideline49 ‘‘Management of dying and
death’’ as a controversially discussed action, but there
was a lack of practical recommendations. Such recom-
mendations could help clarify uncertainties about
whether an individual should be accompanied while
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Appendix Table 1







Coding 1 ¼ Family
Physician
1 ¼ Female 1 < 50 1 < 20 1 ¼ No 1 ¼ Lake Geneva Region
2 ¼ Long-Term
Care
2 ¼ Male 2 $ 50 2 $ 20 2 ¼ Yes 2 ¼ Espace Mittelland
3 ¼ Outpatient
Care
3 ¼ Northwestern Switzerland
4 ¼ Zurich
5 ¼ Eastern Switzerland







Item n/Mean Rank n/Middle Rank/
Mean
n/Mean Rank
If the Result Is
Significant









n ¼ 1673 n ¼ 1635 n ¼ 1627 n ¼ 1636 n ¼ 1670 n ¼ 1673 4 ¼ 312/873.75








1 ¼ 146/678.80 5 ¼ 302/865.06








2 ¼ 398/822.90 6 ¼ 167/846.74
3 ¼ 393/825.83 U ¼ 334168.000 U ¼ 253350.500 U ¼ 198656 U ¼ 296060.000 3 ¼ 277/852.85 7 ¼ 91/605.10
c2(2) ¼ 0.626,
P ¼ 0.731
z ¼ 0.159 z ¼ 1.815 z ¼ 1.747 z ¼ 6.042 c2(6) ¼ 64.164, P < 0.001
P ¼ 0.874 P ¼ 0.070 P ¼ 0.081 P < 0.001 z(1e2) ¼ 3.979, P < 0.001, r ¼ 0.2
r ¼ 0.1 z(1e3) ¼ 4.383, P < 0.001, r ¼ 0.2
z(1e4) ¼ 5.194, P < 0.001, r ¼ 0.2
z(1e5) ¼ 4.937, P < 0.001, r ¼ 0.2
z(1e6) ¼ 3.960, P < 0.001, r ¼ 0.2
z(1e7) ¼ 1.474, P ¼ 0.140
z(2e3) ¼ 0.962, P ¼ 0.336
z(2e4) ¼ 1.797, P ¼ 0.072
z(2e5) ¼ 1.476, P ¼ 0.140
z(2e6) ¼ 0.961, P ¼ 0.490
z(2e7) ¼ 5.008, P < 0.001, r ¼ 0.2
z(3e4) ¼ 0.640, P ¼ 0.522
z(3e5) ¼ 0.371, P ¼ 0.710
z(3e6) ¼ 0.160, P ¼ 0.873
z(3e7) ¼ 5.335, P < 0.001, r ¼ 0.3
z(4e5) ¼ 0.288, P ¼ 0.774
z(4e6) ¼ 0.753, P ¼ 0.452
z(4e7) ¼ 6.024, P < 0.001, r ¼ 0.3
z(5e6) ¼ 0.508, P ¼ 0.612
z(5e7) ¼ 5.808, P < 0.001, r ¼ 0.3

























n ¼ 1667 n ¼ 1630 n ¼ 1620 n ¼ 1632 n ¼ 1665 n ¼ 1637 4 ¼ 310/745.72








1 ¼ 147/1020.60 5 ¼ 300/743.94








2 ¼ 395/831.46 6 ¼ 168/788.30
3 ¼ 393/767.40 U ¼ 359036.500 U ¼ 260683.500 U ¼ 187054.000 U ¼ 319203.000 3 ¼ 227/788.77 7 ¼ 90/1071.19
c2(2) ¼ 52.400,
P < 0.001
z ¼ 3.140 z ¼ 0.410 z ¼ 2.926 z ¼ 2.337 c2(6) ¼ 77.003, P < 0.001
z(2e3) ¼ 0.347,
P ¼ 1.000
P ¼ 0.002 P ¼ 0.682 P ¼ 0.003 P ¼ 0.019 z(1e2) ¼ 4.366, P < 0.001, r ¼ 0.2
z(2e1) ¼ 6.438, P
< 0.001,
r ¼ 0.2
r ¼ 0.1 r ¼ 0.1 r ¼ 0.1 z(1e3) ¼ 4.884, P < 0.001, r ¼ 0.3
z(3e1) ¼ 5.501, P
< 0.001,
r ¼ 0.2
z(1e4) ¼ 6.122, P < 0.001, r ¼ 0.3
z(1e5) ¼ 6.129, P < 0.001, r ¼ 0.3
z(1e6) ¼ 4.587, P < 0.001, r ¼ 0.3
z(1e7) ¼ 0.843, P ¼ 0.399
z(2e3) ¼ 1.143, P ¼ 0.253
z(2e4) ¼ 2.520, P ¼ 0.012, r ¼ 0.1
z(2e5) ¼ 2.549, P ¼ 0.011, r ¼ 0.1
z(2e6) ¼ 1.045, P ¼ 0.296
z(2e7) ¼ 4,577, P < 0.001, r ¼ 0.2
z(3e4) ¼ 1.099, P ¼ 0.272
z(3e5) ¼ 1.137, P ¼ 0.256
z(3e6) ¼ 0.010, P ¼ 0.992
z(3e7) ¼ 5.056, P < 0.001, r ¼ 0.3
z(4e5) ¼ 0.049, P ¼ 0.961
z(4e6) ¼ 0.991, P ¼ 0.322
z(4e7) ¼ 6.062, P < 0.001, r ¼ 0.3
z(5e6) ¼ 1.027, P ¼ 0.305
z(5e7) ¼ 6.073, P < 0.001, r ¼ 0.3






n ¼ 1661 n ¼ 1625 n ¼ 1615 n ¼ 1627 n ¼ 1659 n ¼ 1631 4 ¼ 309/770.28








1 ¼ 144/972.77 5 ¼ 299/748.54








2 ¼ 396/816.97 6 ¼ 166/835.29
3 ¼ 390/762.62 U ¼ 285982.500 U ¼ 250416.000 U ¼ 193856.000 U ¼ 311148.000 3 ¼ 226/764.96 7 ¼ 91/1032.21
c2(2) ¼ 111.522,
P < 0.001
z ¼ 4.834 z ¼ 1.476 z ¼ 1.808 z ¼ 2.982 c2(6) ¼ 52.850, P < 0.001
z(2e3) ¼ 1.994,
P ¼ 0.139
P < 0.001 P ¼ 0.140 P ¼ 0.071 P ¼ 0.003, r ¼ 0.1 z(1e2) ¼ 3.600, P < 0.001, r ¼ 0.2
z(2e1) ¼ 9.994, P
< 0.001,









































z(3e1) ¼ 6.956, P
< 0.001,
r ¼ 0.2
z(1e4) ¼ 4.513, P < 0.001, r ¼ 0.2
z(1e5) ¼ 4.971, P < 0.001, r ¼ 0.2
z(1e6) ¼ 2.715, P ¼ 0.007, r ¼ 0.2
z(1e7) ¼ 0.998, P ¼ 0.318
z(2e3) ¼ 1.403, P ¼ 0.161
z(2e4) ¼ 1.383, P ¼ 0.167
z(2e5) ¼ 2.009, P ¼ 0.045, r ¼ 0.1
z(2e6) ¼ 0.446, P ¼ 0.656
z(2e7) ¼ 4.164, P < 0.001, r ¼ 0.2
z(3e4) ¼ 0.136, P ¼ 0.891
z(3e5) ¼ 0.419, P ¼ 0.675
z(3e6) ¼ 1.547, P ¼ 0.122
z(3e7) ¼ 4.841, P < 0.001, r ¼ 0.3
z(4e5) ¼ 0.603, P ¼ 0.547
z(4e6) ¼ 1.519, P ¼ 0.129
z(4e7) ¼ 4.939, P < 0.001, r ¼ 0.2
z(5e6) ¼ 2.016, P ¼ 0.044, r ¼ 0.1
z(5e7) ¼ 5.328, P < 0.001, r ¼ 0.3




n ¼ 1664 n ¼ 1627 n ¼ 1617 n ¼ 1629 n ¼ 1662 n ¼ 1634 4 ¼ 310/869.97








1 ¼ 146/597.70 5 ¼ 302/848.06








2 ¼ 398/835.58 6 ¼ 167/843.40
3 ¼ 392/829.99 U ¼ 315979.500 U ¼ 233438.500 U ¼ 195990.000 U ¼ 266425.000 3 ¼ 220/824.93 7 ¼ 91/745.40
c2(2) ¼ 0.708 z ¼ 1.551 z ¼ 3.591 z ¼ 1.620 z ¼ 8.008 c2(6) ¼ 45.058, P < 0.001
P ¼ 0.702 P ¼ 0.121 P < 0.001, r ¼ 0.1 P ¼ 0.105 P < 0.001, r ¼ 0.2 z(1e2) ¼ 5.527, P < 0.001, r ¼ 0.2
z(1e3) ¼ 4.785, P < 0.001, r ¼ 0.3
z(1e4) ¼ 6.098, P < 0.001, r ¼ 0.3
z(1e5) ¼ 5.583, P < 0.001, r ¼ 0.3
z(1e6) ¼ 4.875, P < 0.001, r ¼ 0.3
z(1e7) ¼ 2.486, P ¼ 0.013, r ¼ 0.2
z(2e3) ¼ 0.285, P ¼ 0.776
z(2e4) ¼ 1.020, P ¼ 0.308
z(2e5) ¼ 0.368, P ¼ 0.713
z(2e6) ¼ 0.191, P ¼ 0.849
z(2e7) ¼ 1.745, P ¼ 0.081
z(3e4) ¼ 1.148, P ¼ 0.251
z(3e5) ¼ 0.587, P ¼ 0.558
z(3e6) ¼ 0.404, P ¼ 0.686
z(3e7) ¼ 1.435, P ¼ 0.151
z(4e5) ¼ 0.609, P ¼ 0.542























z(4e7) ¼ 2.349, P ¼ 0.019, r ¼ 0.1
z(5e6) ¼ 0.109, P ¼ 0.913
z(5e7) ¼ 1.930, P ¼ 0.054





n ¼ 1667 n ¼ 1630 n ¼ 1620 n ¼ 1632 n ¼ 1665 n ¼ 1637 4 ¼ 311/839.07








1 ¼ 145/739.58 5 ¼ 301/837.58








2 ¼ 394/832.14 6 ¼ 167/817.91
3 ¼ 392/838.21 U ¼ 322806.500 U ¼ 256935.500 U ¼ 202624.000 U ¼ 333046.500 3 ¼ 227/821.76 7 ¼ 92/754.43
c2(2) ¼ 2.599 z ¼ 1.715 z ¼ 1.565 z ¼ 1.383 z ¼ 1.559 c2(6) ¼ 27.589, P < 0.001
P ¼ 0.273 P ¼ 0.086 P ¼ 0.118 P ¼ 0.167 P ¼ 0.119 z(1e2) ¼ 3.960, P < 0.001, r ¼ 0.1
z(1e3) ¼ 3.213, P ¼ 0.001, r ¼ 0.2
z(1e4) ¼ 4.112, P < 0.001, r ¼ 0.2
z(1e5) ¼ 4.029, P < 0.001, r ¼ 0.2
z(1e6) ¼ 2.868, P ¼ 0.004, r ¼ 0.2
z(1e7) ¼ 0.463, P ¼ 0.643
z(2e3) ¼ 0.517, P ¼ 0.605
z(2e4) ¼ 0.380, P ¼ 0.704
z(2e5) ¼ 0.296, P ¼ 0.768
z(2e6) ¼ 0.640, P ¼ 0.522
z(2e7) ¼ 2.789, P ¼ 0.005, r ¼ 0.1
z(3e4) ¼ 0.824, P ¼ 0.410
z(3e5) ¼ 0.748, P ¼ 0.455
z(3e6) ¼ 0.157, P ¼ 0.875
z(3e7) ¼ 2.264, P ¼ 0.024, r ¼ 0.1
z(4e5) ¼ 0.076, P ¼ 0.939
z(4e6) ¼ 0.917, P ¼ 0.359
z(4e7) ¼ 2.964, P ¼ 0.003, r ¼ 0.1
z(5e6) ¼ 0.847, P ¼ 0.397
z(5e7) ¼ 2.901, P ¼ 0.004, r ¼ 0.1
z(6e7) ¼ 2.032, P ¼ 0.042, r ¼ 0.2
Accept decision n ¼ 1673 n ¼ 1634 n ¼ 1625 n ¼ 1636 n ¼ 1670 n ¼ 1643 4 ¼ 312/856.15








1 ¼ 147/794.14 5 ¼ 301/824.37






U ¼ 297149.000 2 ¼ 397/819.41 6 ¼ 168/833.59
3 ¼ 394/845.49 U ¼ 322869.500 U ¼ 261084.500 U ¼ 201084.000 z ¼ 6.753 3 ¼ 226/801.36 7 ¼ 92/783.67
c2(2) ¼ 0.734 z ¼ 1.476 z ¼ 0.747 z ¼ 1.428 P < 0.001, r ¼ 0.2 c2(6) ¼ 6.880, P ¼ 0.332
P ¼ 0.693 P ¼ 0.140 P ¼ 0.455 P ¼ 0.153
Respect decision n ¼ 1674 n ¼ 1636 n ¼ 1626 n ¼ 1638 n ¼ 1672 n ¼ 1644 4 ¼ 311/841.73








1 ¼ 147/781.49 5 ¼ 302/820.82








2 ¼ 397/821.36 6 ¼ 169/846.50
3 ¼ 394/852.41 U ¼ 330182.000 U ¼ 264621.000 U ¼ 203854.500 U ¼ 316786.500 3 ¼ 227/830.91 7 ¼ 91/768.03
c2(2)¼ 2.591 z ¼ 0.555 z ¼ 0.285 z ¼ 1.228 z ¼ 4.593 c2(6) ¼ 9.461, P ¼ 0.149













































n ¼ 1652 n ¼ 1617 n ¼ 1607 n ¼ 1619 n ¼ 1650 n ¼ 1622 4 ¼ 309/828.65








1 ¼ 144/710.88 5 ¼ 299/835.98








2 ¼ 392/816.39 6 ¼ 164/822.14
3 ¼ 390/836.03 U ¼ 321583.500 U ¼ 234364.000 U ¼ 192558.500 U ¼ 276561.000 3 ¼ 223/822.25 7 ¼ 91/765.46
c2(2) ¼ 2.314 z ¼ 0.602 z ¼ 3.617 z ¼ 2.217 z ¼ 8.126 c2(6) ¼ 15.964, P ¼ 0.014
P ¼ 0.314 P ¼ 0.547 P < 0.001, r ¼ 0.1 P ¼ 0.027, r ¼ 0.1 P < 0.001, r ¼ 0.2 z(1e2) ¼ 3.079, P ¼ 0.002, r ¼ 0.1
z(1e3) ¼ 2.962, P ¼ 0.003, r ¼ 0.2
z(1e4) ¼ 3.319, P ¼ 0.001, r ¼ 0.2
z(1e5) ¼ 3.507, P < 0.001, r ¼ 0.2
z(1e6) ¼ 2.770, P ¼ 0.006, r ¼ 0.2
z(1e7) ¼ 1.159, P ¼ 0.264
z(2e3) ¼ 199, P ¼ 0.842
z(2e4) ¼ 0.458, P ¼ 0.647
z(2e5) ¼ 0.726, P ¼ 0.468
z(2e6) ¼ 0.176, P ¼ 0.860
z(2e7) ¼ 1.244, P ¼ 0.213
z(3e4) ¼ 0.207, P ¼ 0.836
z(3e5) ¼ 0.441, P ¼ 0.659
z(3e6) ¼ 0.003, P ¼ 0.998
z(3e7) ¼ 1.298, P ¼ 0.194
z(4e5) ¼ 0.257, P ¼ 0.797
z(4e6) ¼ 0.192, P ¼ 0.848
z(4e7) ¼ 1.506, P ¼ 0.132
z(5e6) ¼ 0.405, P ¼ 0.685
z(5e7) ¼ 1.675, P ¼ 0.095




n ¼ 1625 n ¼ 1591 n ¼ 1580 n ¼ 1593 n ¼ 1624 N ¼ 1595 4 ¼ 303/887.00








1 ¼ 142/586.99 5 ¼ 292/822.71








2 ¼ 383/782.89 6 ¼ 166/764.40
3 ¼ 379/816.32 U ¼ 272327.500 U ¼ 214442.500 U ¼ 187929.000 U ¼ 273852.000 3 ¼ 218/828.22 7 ¼ 91/804.10
c2(2) ¼ 77.936,
P < 0.001






P < 0.001, r ¼ 0.1 P ¼ 0.174 P < 0.001, r ¼ 0.2 z(1e2) ¼ 5.005, P < 0.001, r ¼ 0.2
z(2e1) ¼ 8.826, P
< 0.001,
r ¼ 0.3




z(1e4) ¼ 7.404, P < 0.001, r ¼ 0.4
z(1e5) ¼ 5.783, P < 0.001, r ¼ 0.3























z(1e7) ¼ 4.058, P < 0.001, r ¼ 0.3
z(2e3) ¼ 1.341, P ¼ 0.180
z(2e4) ¼ 3.399, P ¼ 0.001, r ¼ 0.1
z(2e5) ¼ 1.286, P ¼ 0.198
z(2e6) ¼ 0.499, P ¼ 0.617
z(2e7) ¼ 0.457, P ¼ 0.648
z(3e4) ¼ 1.661, P ¼ 0.097
z(3e5) ¼ 0.155, P ¼ 0.877
z(3e6) ¼ 1.555, P ¼ 0.120
z(3e7) ¼ 0.485, P ¼ 0.628
z(4e5) ¼ 1.968, P ¼ 0.049, r ¼ 0.1
z(4e6) ¼ 3.187, P ¼ 0.001, r ¼ 0.1
z(4e7) ¼ 1.741, P ¼ 0.082
z(5e6) ¼ 1.506, P ¼ 0.132
z(5e7) ¼ 0.389, P ¼ 0.697
z(6e7) ¼ 0.764, P ¼ 0.445
Would care for a
patient during
VSED
n ¼ 1655 n ¼ 1619 n ¼ 1608 n ¼ 1621 n ¼ 1653 n ¼ 1625 4 ¼ 308/818.74








1 ¼ 143/780.59 5 ¼ 299/828.02








2 ¼ 394/797.26 6 ¼ 167/861.77
3 ¼ 391/846.29 U ¼ 315009.000 U ¼ 256732.500 U ¼ 197971.000 U ¼ 310791.000 3 ¼ 222/812.94 7 ¼ 92/774.35
c2(2) ¼ 5.048,
P ¼ 0.080
z ¼ 2.777 z ¼ 0.754 z ¼ 2.191 z ¼ 5.964 c2(6) ¼ 19.486, P ¼ 0.003
P ¼ 0.005 P ¼ 0.451 P ¼ 0.028 P < 0.001 z(1e2) ¼ 0.813, P ¼ 0.416
r ¼ 0.1 r ¼ 0.1 r ¼ 0.1 z(1e3) ¼ 1.436, P ¼ 0.151
z(1e4) ¼ 1.795, P ¼ 0.073
z(1e5) ¼ 2.221, P ¼ 0.026, r ¼ 0.1
z(1e6) ¼ 3.391, P ¼ 0.001, r ¼ 0.2
z(1e7) ¼ 0.222, P ¼ 0.824
z(2e3) ¼ 0.889, P ¼ 0.374
z(2e4) ¼ 1.344, P ¼ 0.179
z(2e5) ¼ 1.909, P ¼ 0.056
z(2e6) ¼ 3.325, P ¼ 0.001, r ¼ 0.1
z(2e7) ¼ 0.942, P ¼ 0.346
z(3e4) ¼ 0.314, P ¼ 0.754
z(3e5) ¼ 0.810, P ¼ 0.418
z(3e6) ¼ 2.269, P ¼ 0.023, r ¼ 0.1
z(3e7) ¼ 1.481, P ¼ 0.139
z(4e5) ¼ 0.544, P ¼ 0.586
z(4e6) ¼ 2.131, P ¼ 0.033, r ¼ 0.1
z(4e7) ¼ 1.778, P ¼ 0.075
z(5e6) ¼ 1.663, P ¼ 0.096
z(5e7) ¼ 2.143, P ¼ 0.032, r ¼ 0.1







n ¼ 1659 n ¼ 1622 n ¼ 1611 n ¼ 1624 n ¼ 1657 n ¼ 1629 4 ¼ 308/747.22








1 ¼ 145/872.96 5 ¼ 300/785.78








2 ¼ 394/840.45 6 ¼ 168/825.94
3 ¼ 390/841.36 U ¼ 323219.500 U ¼ 251846.000 U ¼ 203728.000 z ¼
0.440








































c2(2) ¼ 0.450 z ¼ 0.535 z ¼ 1.302 P ¼ 0.660 z ¼ 3.437 c2(6) ¼ 25.950, P < 0.001
P ¼ 0.799 P ¼ 0.593 P ¼ 0.193 P ¼ 0.001 z(1e2) ¼ 0.798, P ¼ 0.425
r ¼ 0.1 z(1e3) ¼ 1.717, P ¼ 0.086
z(1e4) ¼ 2.977, P ¼ 0.003, r ¼ 0.1
z(1e5) ¼ 2.055, P ¼ 0.040, r ¼ 0.1
z(1e6) ¼ 0.989, P ¼ 0.323
z(1e7) ¼ 1.653, P ¼ 0.098
z(2e3) ¼ 1.261, P ¼ 0.207
z(2e4) ¼ 2.923, P ¼ 0.003, r ¼ 0.1
z(2e5) ¼ 1.701, P ¼ 0.089
z(2e6) ¼ 0.375, P ¼ 0.707
z(2e7) ¼ 2.562, P ¼ 0.010, r ¼ 0.1
z(3e4) ¼ 1.330, P ¼ 0.184
z(3e5) ¼ 0.281, P ¼ 0.779
z(3e6) ¼ 0.695, P ¼ 0.487
z(3e7) ¼ 3.244, P ¼ 0.001, r ¼ 0.2
z(4e5) ¼ 1.133, P ¼ 0.257
z(4e6) ¼ 1.957, P ¼ 0.050, r ¼ 0.1
z(4e7) ¼ 4.353, P < 0.001, r ¼ 0.2
z(5e6) ¼ 0.994, P ¼ 0.320
z(5e7) ¼ 3.575, P < 0.001, r ¼ 0.2
z(6e7) ¼ 2.556, P ¼ 0.011, r ¼ 0.2
Professionals
are burdened
n ¼ 1656 n ¼ 1619 n ¼ 1608 n ¼ 1621 n ¼ 1654 n ¼ 1626 4 ¼ 308/767.83








1 ¼ 145/1031.28 5 ¼ 300/801.66








2 ¼ 395/862.49 6 ¼ 167/804.75
3 ¼ 390/776.68 U ¼ 313176.000 U ¼ 255346.000 U ¼ 197977.000 U ¼ 299994.000 3 ¼ 224/736.79 7 ¼ 87/644.90
c2(2) ¼ 6.480 z ¼ 1.479 z ¼ 0.732 z ¼ 1.073 z ¼ 3.967 c2(6) ¼ 60.080, P < 0.001












z(1e5) ¼ 5.015, P < 0.001, r ¼ 0.2
z(1e6) ¼ 4.408, P < 0.001, r ¼ 0.2
z(1e7) ¼ 6.293, P < 0.001, r ¼ 0.4
z(2e3) ¼ 3.319, P ¼ 0.001, r ¼ 0.1
z(2e4) ¼ 2.751, P ¼ 0.006, r ¼ 0.1
z(2e5) ¼ 1.754, P ¼ 0.079























z(2e7) ¼ 4.058, P ¼ 0.001, r ¼ 0.2
z(3e4) ¼ 0.781, P ¼ 0.435
z(3e5) ¼ 1.623, P ¼ 0.105
z(3e6) ¼ 1.468, P ¼ 0.142
z(3e7) ¼ 1.607, P ¼ 0.108
z(4e5) ¼ 0.921, P ¼ 0.357
z(4e6) ¼ 0.849, P ¼ 0.396
z(4e7) ¼ 2.236, P ¼ 0.025, r ¼ 0.1
z(5e6) ¼ 0.071, P ¼ 0.944
z(5e7) ¼ 2.844, P ¼ 0.004, r ¼ 0.1
z(6e7) ¼ 2.670, P ¼ 0.008, r ¼ 0.2
Relatives
are burdened
n ¼ 1655 n ¼ 1618 n ¼ 1607 n ¼ 1620 n ¼ 1653 n ¼ 1625 4 ¼ 309/763.67








1 ¼ 145/926.61 5 ¼ 300/810.24








2 ¼ 393/842.99 6 ¼ 166/863.42
3 ¼ 389/814.06 U ¼ 320246.500 U ¼ 252744.000 U ¼ 202313.000 U ¼ 311437.000 3 ¼ 225/759.27 7 ¼ 87/715.66
c2(2) ¼ 0.578 z ¼ 0.680 z ¼ 1.057 z ¼ 0.531 z ¼ 2.763 c2(6) ¼ 25.174, P < 0.001
P ¼ 0.749 P ¼ 0.497 P ¼ 0.291 P ¼ 0.595 P ¼ 0.006 z(1e2) ¼ 1.956, P ¼ 0.051
r ¼ 0.1 z(1e3) ¼ 3.571, P < 0.001, r ¼ 0.2
z(1e4) ¼ 3.678, P < 0.001, r ¼ 0.2
z(1e5) ¼ 2.615, P ¼ 0.009, r ¼ 0.1
z(1e6) ¼ 1.263, P ¼ 0.207
z(1e7) ¼ 3.535, P < 0.001, r ¼ 0.2
z(2e3) ¼ 2.276, P ¼ 0.023, r ¼ 0.1
z(2e4) ¼ 2.371, P ¼ 0.018, r ¼ 0.1
z(2e5) ¼ 0.971, P ¼ 0.332
z(2e6) ¼ 0.502, P ¼ 0.616
z(2e7) ¼ 2.442, P ¼ 0.015, r ¼ 0.1
z(3e4) ¼ 0.114, P ¼ 0.909
z(3e5) ¼ 1.313, P ¼ 0.189
z(3e6) ¼ 2.313, P ¼ 0.021, r ¼ 0.1
z(3e7) ¼ 0.785, P ¼ 0.433
z(4e5) ¼ 1.306, P ¼ 0.192
z(4e6) ¼ 2.356, P ¼ 0.018, r ¼ 0.1
z(4e7) ¼ 0.899, P ¼ 0.369
z(5e6) ¼ 1.249, P ¼ 0.212
z(5e7) ¼ 1.765, P ¼ 0.078





n ¼ 1643 n ¼ 1607 n ¼ 1596 n ¼ 1609 n ¼ 1642 n ¼ 1613 4 ¼ 308/761.30








1 ¼ 142/841.78 5 ¼ 298/789.10








2 ¼ 389/810.78 6 ¼ 165/852.19
3 ¼ 389/865.24 U ¼ 303671.000 U ¼ 243920.000 U ¼ 200048.000 U ¼ 306635.000 3 ¼ 223/804.44 7 ¼ 88/876.50
c2(2) ¼ 6.208 z ¼ 2.051 z ¼ 1.684 z ¼ 0.044 z ¼ 2.854 c2(6) ¼ 8.568, P ¼ 0.199









































































Cramer’s V ¼ 0.056,
P ¼ 0.169
Cramer’s V ¼ 0.034,
P ¼ 0.602
Cramer’s V ¼ 0.170,
P < 0.001
















CC ¼ 0.126, P ¼ 0.094
4 ¼ Something
else
All significant P-values are marked in bold.

































Natural Dying Something Else
Professional group 3 VSED is .
Professional group
Family physician
Count 39 235 436 25 735
Expected count 34.3 195.0 466.6 39.2 735.0
% Within professional group 5.3 32.0 59.3 3.4 100.0
% of Total 2.4 14.2 26.4 1.5 44.5
Long-term care
Count 19 135 337 34 525
Expected count 24.5 139.3 333.3 28.0 525.0
% Within professional group 3.6 25.7 64.2 6.5 100.0
% of Total 1.2 8.2 20.4 2.1 31.8
Outpatient care
Count 19 68 275 29 391
Expected count 18.2 103.7 248.2 20.8 391.0
% Within professional group 4.9 17.4 70.3 7.4 100.0
% of Total 1.2 4.1 16.7 1.8 23.7
Total
Count 77 438 1048 88 1651
Expected count 77.0 438.0 1048.0 88.0 1651.0
% Within professional group 4.7 26.5 63.5 5.3 100.0
% of Total 4.7 26.5 63.5 5.3 100.0
Sex 3 VSED is .
Sex
Female
Count 36 200 562 58 856
Expected count 40.3 225.9 544.7 45.1 856.0
% Within sex 4.2 23.4 65.7 6.8 100.0
% of Total 2.2 12.4 34.8 3.6 53.0
Male
Count 40 226 465 27 758
Expected count 35.7 200.1 482.3 39.9 758.0
% Within sex 5.3 29.8 61.3 3.6 100.0
% of Total 2.5 14.0 28.8 1.7 47.0
Total
Count 76 426 1027 85 1614
Expected count 76.0 426.0 1027.0 85.0 1614.0
% Within sex 4.7 26.4 63.6 5.3 100.0
% of Total 4.7 26.4 63.6 5.3 100.0
VSED experience 3 VSED is .
VSED experience
No
Count 56 293 522 55 926
Expected count 43.3 245.5 587.7 49.4 926.0
% Within VSED experience 6.0 31.6 56.4 5.9 100.0
% of Total 3.4 17.8 31.7 3.3 56.2
Yes
Count 21 144 524 33 722
Expected count 33.7 191.5 458.3 38.6 722.0
% Within VSED experience 2.9 19.9 72.6 4.6 100.0
% of Total 1.3 8.7 31.8 2.0 43.8
Total 1648
Count 77 437 1046 88
Expected count 77.0 437.0 1046.0 88.0 1648.0
% Within VSED experience 4.7 26.5 63.5 5.3 100.0
% of Total 4.7 26.5 63.5 5.3 100.0
VSED ¼ voluntary stopping of eating and drinking; CC ¼ correlation coefficient.
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